A 46 year old woman presented with a four month history ofvague suprapubic discomfort. This became worse prior to her menstrual period and eased following menstruation. Her periods were regular with a 4/28 day cycle. She had no intermenstrual or post coital bleeding and no dyspareunia. She also complained of irritative bladder symptoms consisting of frequency, nocturia and urgency. There was no dysuria or haematuria. There were no gastrointestinal symptoms. In her past medical history she had had an ovarian cystectomy and had undergone a laparoscopic sterilisation in 1994 using Filshie clips. During this procedure there was good vision of the pelvic organs which were normal and the clips were applied without difficulty to each fallopian tube. A 45 year old woman presented with a two day history of right iliac fossa pain. This started as a sharp constant pain with no radiation, associated with nausea but no vomiting. There were no precipitating factors and she had no lower gastrointestinal, urinary or gynaecological symptoms. Her past history included a ventrosuspension in 1991, excision of benign breast lump in 1992 and laparoscopic sterilisation using Filshie clips in 1994 when omental adhesions in the right pelvis were divided with scissors. Both tubes were visualised and clips applied without difficulty.
On examination she was apyrexic with a soft abdomen but had focal right iliac fossa tenderness with guarding. There were no palpable masses. Rectal examination revealed tenderness on the right side. Vaginal and bimanual examination were unremarkable and transvaginal ultrasound was normal. Urinalysis was unremarkable and a pregnancy test was negative. Routine blood results including white cell count and inflammatory markers were normal. She was treatedexpectantly, however as her pain failed to settle she had a laparotomy, where it was noted that a Filshie clip had become detached from the right fallopian tube and was eroding into the caecum causing surrounding induration. The clip was removed and a routine appendicectomy performed. The patient made an uncomplicated recovery and was discharged on the second post-operative day. Histology demonstrated that she had a normal appendix and a hysterosalpingogram performed six weeks later confirmed that the right Fallopian tube remained occluded (Figure 1 ). (Figure 1 ).
In the second case, the symptoms were short lived and due to inflammation of the caecum. This suggests that the erosion into the caecum was a recent event and this was confirmed at surgery as there was only superficial erosion ofthe caecal wall with surrounding inflammation. As there was no perforation or serious sequelae, the clip was simply removed without resection of the bowel wall. This was unfortunate from a scientific point ofview as this could have provided information on the histological changes during the early stages of migration. The reason for surgery in this patient was the inability to exclude appendicitis. Ifher symptoms had not been on the right side, conservative treatment may have been appropriate. As there have been no reported cases ofsignificant morbidity such as perforation or fistula formation in association with clip migration, the pain in her case may have settled and the clip could have passed asymptomatically via the rectum some time later as has been previously described.8
Laparoscopic tubal occlusion with Filshie clips remains the most common method of female sterilisation in the UK, being performed safely with few complications. This report adds to the small body of evidence regarding migration of Filshie clips. As well as demonstrating migration up to ten years following sterilisation and a case ofmigration to the caecum, the histological evidence of chronic inflammation indicates that this plays a role in the mechanism of clip migration.
